The current study examined the prototype-matching technique for using the five-factor model (FFM) 
outcome variables) were .39 for the PDQ-R, .46 for the MMPI-PD, and .25 for the SIDP-R. Widiger and Costa (2002) argued that the FFM might display even stronger relations with PDs if specific facets are used rather than the broader domains. The FFM, as conceptualized by Costa and McCrae, consists of the five domains of neuroticism, extraversion, openness to experience, agreeableness, and conscientiousness. In addition, each domain is subdivided into six facets. For example, neuroticism includes the facets of anxiety, hostility, depression, self-consciousness, impulsiveness, and vulnerability. Studies that examined both the domain and facet levels (Axelrod, Widiger, Trull, & Corbitt, 1997; Dyce & O'Connor, 1998; Trull, Widiger, & Burr, 2001 ) have found that the facets discriminated more precisely among the profiles of similar PDs, such as those in Cluster B, that is, histrionic, narcissistic, borderline, and antisocial PD.
Lynam and colleagues Miller, Lynam, Widiger, & Leukefeld, 2001 ) have proposed a prototype-matching technique as one means for assessing PDs using the facets of the FFM. This method requires generating a consensus prototype for a specific disorder by averaging the ratings of experts who characterize the prototypical individual with the disorder across all 30 facets of the FFM. This prototype can then be compared with an individual's scores on a measure of the FFM, such as the NEO-PI-R (Costa & McCrae, 1992b) , through the use of an intraclass correlation. Miller et al. (2001) used this technique with the construct of psychopathy by generating an FFM prototype based on the ratings of 15 experts and then comparing the NEO-PI-R scores of 481 individuals to this psychopathy prototype. The resultant FFM psychopathy scores, which were the correlations between the individual profiles and the psychopathy prototype, were related in predicted directions to scores on an alternative measure of psychopathy; symptoms of antisocial PD; the frequency, variety, and age of onset of antisocial and delinquent behavior; the frequency and variety of alcohol and drug use; and sexual behavior. Lynam and Widiger (2001) proceeded to develop expert-rated prototypes for each of the 10 DSM-IV PDs (American Psychiatric Association, 1994) . To provide empirical support for this work, Trull, Widiger, Lynam, and Costa (2003) examined the validity of the FFM borderline PD prototype in three groups-a sample of college undergraduates positive for borderline features and two clinical samples. Their evidence for the convergent validity of the FFM borderline prototype also suggested that PDs can be assessed through the use of this prototype-matching method.
One concern with the technique, however, is that it relies on self-reports from individuals with PDs, which may be problematic for several reasons. First, these individuals may lack the insight to identify their behavioral, cognitive, and emotional patterns. Second, they may be motivated to intentionally present themselves in a manner that they know to be untrue. Third, depending on the disorder (e.g., paranoid personality disorder), these individuals may be too guarded to provide accurate information (Bernstein et al., 1997) . Finally, the self-report of psychiatric patients may be affected by current mood states, particularly depression (Hirschfeld et al., 1983; Peselow, Sanfilipo, & Fieve, 1994) . One potential technique for addressing these concerns is to supplement self-reports with reports from informants who know the individual well.
A number of studies have investigated the advantages and disadvantages of assessing PD features with self-versus other-reports. A recent meta-analysis (Klonsky, Oltmanns, & Turkheimer, 2002) examined whether the kind and severity of PD features and diagnoses differed depending on the source of information. Based on 10 studies that presented dimensional data, the median correlation between self-and other-reports of PD symptoms was .36. For the six studies that presented categorical diagnostic data, the median kappa was .14. The findings were ambiguous with regard to who reports more psychopathology. Of the 12 studies that presented information necessary to make this comparison, six found that informant ratings suggested more personality pathology, four found that self-reports resulted in higher ratings of pathology, and two found equivalent rates. Finally, the limited data suggested that self-other agreement was higher for Cluster B PDs as compared to Cluster A and C disorders (with the exception of narcissistic PD, which had the lowest interrater agreement across the studies). However, because of the limited sample of studies, these differences were not statistically significant. Disagreements on personality ratings across raters have important realworld implications. For example, South, Oltmanns, and Turkheimer (2003) found that self-reported narcissism predicted derogation of others following negative feedback, whereas other-reported narcissism did not. Instead, these individuals were seen by their peers as being more "cold, aloof, and avoidant . . . and even unusual" (p. 30); these characteristics are more prototypical of schizoid, obsessive-compulsive, schizotypal, and paranoid PDs.
Other studies have focused on the issue of self-other agreement from the perspective of normal personality traits. For example, a number of studies have demonstrated that there are consistent differences in the magnitude of agreement depending on which personality domain is being considered. From the FFM perspective, the domain of extraversion typically evinces the highest agreement, whereas agreeableness demonstrates the lowest, with scores from the domains of conscientiousness, neuroticism (or emotional stability), and openness (or intellect) falling in between (John & Robins, 1993; Norman & Goldberg, 1966) . Measures from other personality models have suggested that neuroticism or negative emotionality is the least agreed on domain across raters (Funder & Dobroth, 1987; Harkness, Tellegen, & Waller, 1995) .
Two constructs appear to be particularly relevant to the issue of self-other agreement with regard to personality traits: observability and evaluativeness (John & Robins, 1993) . Observability refers to how visible, public, or external the behaviors or emotions are that correspond to specific traits. Several studies have found that selfother agreement is stronger for traits rated as being more observable (Funder & Dobroth, 1987; John & Robins, 1993; Paunonen, 1989) . Alternatively, evaluativeness refers to whether or not a trait being judged has some intrinsic positive or negative connotation. John and Robins (1993) found that the evaluativeness of traits demonstrated a curvilinear relation with self-other agreement; traits rated as being very desirable or undesirable showed lower self-other agreement than traits that are more neutral in tone.
In the current study, using data from an assessment and naturalistic follow-up study of psychiatric patients (Meyer, Pilkonis, Proietti, Heape, & Egan, 2001; Pilkonis et al., 1995) , we examine many of the constructs pertinent to the issue of agreement between self-and other-ratings of personality traits and their relation to personality disorder symptomatology. First, we assessed the agreement between patient scores on the FFM PD prototypes when these were derived from self-versus other-ratings on the NEO-PI. Second, we examined the relation between the level of agreement between the self-and other-rated prototype scores and the observability of different PDs. By observability, we refer to whether the emotions, cognitions, and behaviors characteristic of the various PDs tend to be internal and private or external and public (as rated by a panel of clinical judges). We hypothesized that agreement between self-and other-rated prototype scores would increase as a function of the observability of different PDs. Third, to investigate the validity of the prototypes, we examined the relationships between the self-and other-rated FFM prototype scores and a "gold standard" measure of PD-consensus ratings of the PDs developed during a best-estimate diagnostic conference. An important goal was to assess the incremental validity of the information provided by significant others (SOs; e.g., romantic partners, adult offspring, siblings, or close friends). Therefore, the specific question we investigated was whether the other-rated prototype scores accounted for a significant increase in variance in the prediction of the consensus PD ratings, beyond that attributable to the self-rated prototype scores. Finally, we examined the relationships between the self-and other-rated prototype scores and additional criterion variables that were rated from all three perspectives: consensus ratings, selfratings, and other-ratings. These analyses were conducted to document further the convergent validity of the self-reports and, again, the incremental validity of the reports obtained from SOs.
METHOD Participants
Participants were solicited from inpatient and outpatient programs at Western Psychiatric Institute and Clinic (WPIC) in Pittsburgh, Pennsylvania. Patients with psychotic disorders, organic mental disorders, and mental retardation were excluded, as were patients with major medical illnesses that influence the central nervous system and might be associated with organic personality disturbance (e.g., Parkinson's disease, cerebrovascular disease, and seizure disorders). Of the original sample of 152 patients, 132 participants completed the NEO-PI. Of these 132, 69 (52%) had both self-report personality information as well as a significant other (usually a spouse, romantic partner, adult offspring, or close friend) who provided personality ratings of the patient using a third-person version of the NEO-PI. Therefore, the analyses reported here are based on this subsample of 69 patients and their SOs.
Demographic characteristics. The average age of the participants was 36.1 years (range = 22 to 57, SD = 9.0), and 40 (58%) were women. Sixty-five (94%) were White, 3 (4%) were African American, and 1 (1%) was Asian American. In terms of education, 10 (15%) had completed high school only, 29 (42%) had attended some college, 19 (28%) had graduated from college, and 11 (16%) had completed a professional degree. With regard to marital status, 29 (42%) patients were single and never married, 21 (30%) were currently married, and 19 (28%) were separated or divorced.
Clinical characteristics. Fifty-four participants (78%) were outpatients, and 15 (22%) were inpatients at the time of the assessment. Table 1 summarizes the Axis I and II features of the sample at intake. Axis II characteristics are displayed in both categorical (frequency and percentage of diagnoses) and dimensional (symptom count) ways. For the current purposes, PD features were analyzed using total dimensional scores-that is, the sum of scores for PD criteria that were rated absent (0), probable or subthreshold (1), or present (2).
Measures
The NEO-PI. The NEO-PI (Costa & McCrae, 1985) , which was used in the present study because of constraints imposed by the use of archival data, has both self-and other-report versions in which 180 questions, rated on a 5-point scale anchored at the ends by strongly agree versus strongly disagree, are used to assess the FFM. Forty-eight items assess each of the domains of neuroticism, extraversion, and openness, and 18 items are devoted to each of the domains of agreeableness and conscientiousness. In the current sample, the internal consistency reliabilities for the five domains ranged from .83 (agreeableness) to .91 (neuroticism), with a mean of .87 for the self-reports. The average internal consistencies for the facets were .76 (neuroticism), .71 (extraversion), and .75 (openness).
With the NEO-PI, neuroticism, extraversion, and openness can each be divided into six facets, but facets were not articulated for agreeableness and conscientiousness. However, a comparison of the NEO-PI with its later version, the NEO-PI-Revised (NEO-PI-R; Costa & McCrae, 1992b) , suggests that 9 of the 12 facets for the latter two domains can be recovered. The NEO-PI contains one or more of the items used in the NEO-PI-R to create the following facets of agreeableness and conscientiousness: trust (4 items; α =.77), straightforwardness (1 item; α = n/a), altruism (7 items; α =.75), compliance (4 items; α =.44), tendermindedness (2 items; α =.16), order (5 items; α =.67), dutifulness (5 items; α =.62), achievement striving (5 items; α =.69), and self-discipline (3 items; α =.75).
FFM PD prototypes. FFM PD prototype scores were calculated as intraclass correlations between a participant's (or SO's) NEO-PI scores and the PD prototypes generated by the panel of experts described in Lynam and Widiger (2001) . An intraclass correlation (ICC) was used because it is a more stringent measure of agreement than a Pearson correlation since the ICC takes into account both the shape and elevation of individual scores (in comparison to the expert prototypes) rather than the shape alone. Because the NEO-PI was used in the study rather than the NEO-PI-R, three FFM facets had to be excluded from the Lynam and Widiger (2001) prototypes: modesty (agreeableness), competence (conscientiousness), and deliberation (conscientiousness). Therefore, the ICCs were based on agreement across 27 rather than 30 facets. Table 2 presents descriptive data for both the self-report and otherreport prototype scores.
Observability ratings of personality disorders.
Observability ratings of the DSM-III-R and DSM-IV PD criteria were completed by 15 judges instructed to rate the criteria on a 5-point scale that ranged from 1 (private) to 5 (public). Private was defined as "not known or noticed by others even when they are close to the individual," and public was defined as "easily known or noticed by others." Each individual criterion was rated separately, and a mean observability rating for each PD was computed by taking the average of all relevant criteria. The judges were individuals with training in clinical psychology, including three Ph.D.'s, eight clinical psychology interns, three graduate students in clinical psychology Ph.D. programs, and one masters-level research associate. Interrater reliability for the DSM-III-R PDs ranged from .50 (obsessivecompulsive) to .81 (schizotypal). The interrater reliability coefficient used was the average of the correlations between each rater's scores across the PD symptoms and the average score calculated without the individual's rating contributing to the mean. NOTE: Total n = 69 patients who received a "best estimate" consensus diagnosis at intake. For the Axis II categorical diagnoses, 53 patients received a PD diagnosis, and the percentages are based on those individuals. On average, patients that received any personality disorder (PD) diagnosis met criteria for 2.5 diagnoses. The means and standard deviations for the Axis II diagnoses are for the dimensional symptom counts, including all 69 patients, used as dependent variables for the analyses presented in Table 5 .
Consensus ratings of DSM-III-R personality disorder criteria. Complete details of the assessment methodology are provided in previous reports (Pilkonis et al., 1995; Pilkonis, Heape, Ruddy, & Serrao, 1991) . A briefer summary is included here. At intake, participants were interviewed for 6 to 10 hours in a minimum of three assessment sessions. The assessment sessions included structured symptom ratings (e.g., the Hamilton Rating Scales for Depression and Anxiety), structured interviews for Axis I and Axis II disorders (e.g., the Structured Clinical Interview [SCID] for DSM-III-R , the Personality Disorder Examination [PDE], the Structured Interview for DSM-III-R Personality [SIDP-R]), and a detailed social and developmental history. Patients also completed self-report questionnaires between interviews. Following the patient assessment, data from SOs (when available) were collected-both questionnaires and a structured Axis II interview about the patient's characteristic personality features.
Following the SO evaluation, the primary interviewer presented the case at a 2-hour diagnostic conference with colleagues from the research team. All available data (historical and concurrent) were reviewed and discussed at the conference. Judges were given access to all data that had been collected-that is, current and lifetime Axis I information, symptomatic status, social and developmental history, personality features acknowledged on the Axis II interviews, and SO reports about functioning. Judges were masked to both self-and other-report NEO data. For the results reported here, the key measures from the case conference were the consensus ratings of each criterion for every DSM-III-R PD and functioning in major social roles. At the case conference, the patient's standing on each PD criteria was discussed by the group and he or she was given a consensus rating of 0 (not present), 1 (present but below threshold), or 2 (meets full criteria for the symptom). The individual PD scores are the result of the summation of the scores on each PD criteria. It should be noted that given the history of the study, consensus ratings were made for DSM-III-R PDs, whereas the Lynam and Widiger (2001) expert prototypes were based on DSM-IV PDs. Although some specific PD criteria have changed, the primary conceptualization of the PDs has remained consistent enough to assume that the FFM prototypes are still relevant to the earlier consensus ratings (Poling et al., 1999) .
Global ratings of social functioning.
A global consensus rating of overall functional impairment was also made that incorporated ratings of impairment from domains such as marital and intimate relationships, other social relationships (e.g., with friends and extended family), occupational functioning, and distress imposed on significant others. This score was made using a 5-point scale, ranging from little or none (1) to severe (5).
Symptom . The SCL-90 (Derogatis, 1977) is a widely used self-report measure of symptomatic distress and is organized into the following nine subscales: depression, anxiety, phobic anxiety, obsessivecompulsive symptoms, somatization, hostility, interpersonal sensitivity, paranoid ideation, and psychoticism. Items are scored on a 5-point scale ranging from not at all (0) to extremely (4) and reflect distress experienced in the previous week. In the current analysis, the mean of the 90 items was used as a measure of overall distress to examine the validity of the FFM prototypes.
Inventory of Interpersonal Problems (IIP).
The IIP (Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988 ) is a 127-item self-or other-report measure of difficulties in interpersonal functioning and associated distress. Responses are scored on a 5-point Likert-type scale ranging from not at all (0) to extremely (4). In the current study, we used the total IIP score from the other-reported IIP as a measure of interpersonal distress perceived by a significant other.
RESULTS

Analyses to Examine Potential Sample Bias
We conducted a series of analyses to examine whether the characteristics of the subsample of 69 patients with complete data (e.g., self-report and other-reported NEO scores) SOs were consistent with those of the subsample of 63 patients with partial data (and were not available for the current analyses). Twenty-three variables were compared in these analyses: age, sex, race, marital status, education, Global Adjustment Scale, Hamilton Depression Score, Hamilton Anxiety Score, symptom counts for the 10 DSM III-R PDs that remain in the DSM-IV, and the NEO domains of neuroticism, extraversion, openness, agreeableness, and conscientiousness. Of these 23 variables, only 5 demonstrated significant differences. Participants with SOs had higher symptom counts for the following PDs: narcissistic, t(130) = 2.97, p < .01; obsessivecompulsive, t(130) = 2.69, p < .01; dependent, t(130) = 2.68, p < .01; and borderline, t(130) = 2.17, p < .05 . The subsample with SOs was also more likely to be White, 
Agreement Between Self-and Other-Rated FFM Prototype Scores
The correlations between the self-and other-rated FFM prototype scores ranged from .29 (paranoid) to .64 (obsessivecompulsive), with a median of .47. Individual correlations are reported in Table 3 . As a next step, we examined the influence of observability on the agreement between self-132 ASSESSMENT a. Average interrater-corrected r = average of the correlations between each rater's scores across the personality disorder symptoms and the average score calculated without the individual's rating contributing to the mean. b. Rank of observability: 1 = criteria rated as least observable and 10 = criteria rated as most observable.
c. Rank of self-and other-report prototype scores: 1 = lowest correlation between self-report prototype score and other-report prototype score and 10 = highest correlation between self-report prototype score and other-report prototype score. **p < .05.
and other-ratings. Table 4 provides the means and standard deviations of the observability ratings (on a scale from 1
[private] to 5 [public]) for the 10 PDs included in the current analyses. We were interested in examining the relation between the observability of each PD and the agreement between the self and other prototype scores. To quantify this relation, we first ranked, from lowest (1) to highest (10), the observability of each PD (see Table 4 ). Next, we ranked the agreement between the self-and other-reported prototype scores from lowest (1) to highest (10) (see Table 4 ). The correlation between these two rankings was then calculated (r = .69, p < .05). The magnitude of this correlation supports the potential importance of this construct as a moderator of self-other agreement.
Validity of the FFM Prototypes
The relations between the self-rated PD prototype scores, the other-rated prototype scores, and the consensus ratings for each of the 10 PDs are displayed in Table 5 . First, it should be noted that several of the correlations with the consensus ratings were substantial (as high as .54 from self-reports and .55 from SO reports), providing support for the prototype-matching method in a carefully diagnosed clinical sample. Second, there were no statistically significant differences between the magnitude of any of the correlations of the self-versus other-rated prototype scores and the consensus ratings (although the possibility of finding such effects may have been constrained by the moderate size of the sample). In fact, the median correlations for the self-and other-ratings across the 10 PDs were very similar-r = .36 and .29, respectively-although the profiles for the correlations from the two perspectives differed across the disorders.
Next, the incremental validity of the SO reports was examined to determine whether the other-reported prototype scores provided additional diagnostic information beyond that available from self-reports (see Table 5 ). For this purpose, hierarchical multiple regression analyses were performed, with self-reports entered first, followed by SO reports. The results indicated that the other-rated prototype scores provided a significant (or trend toward significance, p < .10) increment in variance explained for the following five PDs: paranoid, antisocial, borderline, histrionic, and avoidant. Overall, the combined prototypes accounted for between 13% and 40% of the overall variance in the consensus ratings of PD symptomatology for these five PDs.
The validity of the self-and other-reported prototype scores was tested further by examining the relationships between the prototype scores and three criterion variables: a consensus rated measure of overall functional impairment, global distress assessed by the SCL-90 (self-rating), and interpersonal impairment (other-rated) as measured by the IIP. Hierarchical multiple regression analyses were again performed, with the criterion variables predicted by self-reports at the first step, followed by SO reports at the second. The results summarized in Table 6 indicate that both the self-reported and other-reported prototype scores were significantly related to the criterion variables, with the success of either (self vs. other) dependent on the rater of the criterion variable. For example, for the consensus ratings of overall impairment, the other-reported scores contributed the most predictive utility (5 of 10 significant, or trends toward significant, findings for step 2). Alternatively, when using self-rated distress, as measured by the SCL-90 total score, the self-report prototype scores were more successful predictors (5 of 10 significant, or trends 134 ASSESSMENT NOTE: SRPS = self-report prototype scores; ORPS = other-report prototype scores. The significance levels in columns 3 and 4 refer to the change in Rtoward significant, findings for step 1). Finally, impairment in interpersonal functioning, as reported by a significant other, was most consistently predicted by the otherreported FFM prototype scores (5 of 10 significant findings for step 2). Thus, to learn about impairments in interpersonal relatedness and functioning using the FFM prototype method, it may be more important to ask informants than patients themselves. However, for predicting subjective ratings of distress, the self-reported FFM prototype scores are more productive. Other patterns within the results displayed in Table 6 should be noted. The prototypes for six of the PDs (paranoid, schizoid, schizotypal, borderline, avoidant, and dependent) were significantly predictive of two of three or all three criterion variables. Alternatively, the prototypes for antisocial, histrionic, narcissistic, and obsessive-compulsive PDs, regardless of raters, did not predict impairment in functioning, distress, or interpersonal problems.
DISCUSSION
The current analyses examined several questions regarding the prototype-matching technique for assessing PDs that Lynam and Widiger (2001) developed using the FFM of personality. How well do patients and SOs agree on prototype-matching ratings? Does the public-versusprivate nature of different PD criteria influence such agreement? How well do prototype-matching scores, from either perspective, agree with best-estimate clinical diagnoses and with other criterion variables reflecting functional impairment and subjective distress? Our analyses are the first attempt to address these questions with all 10 FFM prototypes in a carefully diagnosed clinical sample.
Compared to previous results summarized by Klonsky et al. (2002) , agreement between patients and SOs using the FFM prototype method was good. In the current analyses, the median correlation between the two perspectives across the 10 DSM-IV PDs was .47, which is higher than 7 NOTE: SCL-90 = Symptom Checklist-90; IIP = Inventory of Interpersonal Problems; SRPS = self-report prototype scores; ORPS = other-report prototype scores. The significance levels refer to the change in R 2 . *p < .10. **p < .05. ***p < .01. of the 10 studies described by Klonsky et al. (2002) , for which the median correlation was .36. We hypothesized that the observability (or public nature) of the various PDs would affect the strength of the association between the self-and other-reported prototype scores. In fact, there was a positive correlation of .69 between the rankings of each PD's observability and the ranking of each PD's self and other agreement according to the prototype scores. These findings are consistent with other studies that have found a relation between interjudge agreement and observability ratings (Funder & Dobroth, 1987; John & Robins, 1993; Paunonen, 1989) . These results suggest that interjudge agreement for normal personality traits is linked to the observability of maladaptive traits thought to be extensions of normal or general personality traits. Given the mixed results in the research literature regarding agreement between self-ratings and informant ratings of personality and personality disorders, our measure of observability has potential as a moderator of this relationship and may be useful for future research purposes.
The evidence for the validity of the FFM prototypematching method was also encouraging. We examined relations between the prototype-matching scores (from both rating perspectives) and consensus ratings of PD criteria and measures of functional impairment, interpersonal impairment, and subjective distress. Given our interest in testing the FFM prototypes for their relevance to clinical settings, we used a multiple regression strategy in which the self-rated prototype scores were given the first opportunity to predict criterion variables, followed by reports from SOs. The rationale for this approach was straightforward: Self-report is the most commonly used method for obtaining information about the personality and psychopathology of patients in clinical settings. As a result, the collection and use of SO information may need to be justified in terms of incremental validity.
The current results suggested that the use of otherreported prototype scores, in conjunction with selfreported scores, resulted in a significant increase in the variance explained for the features of paranoid, antisocial, borderline, histrionic, and avoidant PDs. For these five PDs, the combined prototype scores were able to account, on average, for 26% of the variance in the consensus ratings of these disorders, with the SO reports providing an average increment of 8%. Four of the five disordersparanoid, antisocial, borderline, and histrionic-can be understood as variants of the Cluster B (dramatic, expressive, externalizing) family of features, and it is here that SO information made its largest contribution. In our sample, where patients with any lifetime history of psychotic symptoms were excluded, paranoid PD is not a schizophrenic spectrum disorder but rather a set of features reflecting interpersonal sensitivity. There was not perfect overlap between the other-rated prototypes that provided important additional information regarding consensus ratings of PD symptomatology and the prototypes that provided additional information regarding impairment or distress. In fact, the pattern of relations from the impairment variables provided clear evidence for the importance of considering method variance-even in clinical settings. That is, clinicians and researchers should take note of the importance of considering impairment from a number of different perspectives (e.g., clients', significant others', and clinicians' ratings) and be aware that congruent sources of ratings (e.g., self-rated personality predicting self-rated distress) regarding personality features and outcome variables will provide the most relevant information. Our results are highly consistent with results by Klein (2003) , who found that patients' self-reports of PD symptomatology better predicted depressive symptoms 7 ½ years later, whereas informants' reports of PD symptoms better predicted later social maladjustment. The congruity of these results suggests that the effects of maladaptive personality traits can be most comprehensively assessed by using data gathered from multiple sources.
Assessing PDs with a measure such as the NEO-PI-R also has a number of clinical benefits, including efficiency-the measure is straightforward and can be completed in 30 to 40 minutes (Costa & McCrae, 1992b) . In addition, the language of the FFM is easy to learn and understand because its explicit emphasis on normal personality traits results in language that is familiar (and nonpejorative) to both clinicians and lay people. Whereas the assessment of the various PDs may be important for the clinician's understanding of the patient, information presented in terms of normative personality domains and facets can be used to provide therapeutic feedback in a manner that increases rapport. Feedback presented in these terms can also increase hopefulness by pointing out potential strengths or adaptive qualities as well as problems (Finn, 1996) .
In summary, the current analyses support four primary conclusions. First, the FFM prototype-matching method is useful for clinical samples with moderate to marked Axis II psychopathology. Second, agreement between selfreports and information from SOs using this method is good compared to previous results on this issue in the research literature. Third, this agreement varies systematically with the observability of the PD criteria. Fourth, the value of self-and other-reported personality information depends on the rating source of the outcome variables
The primary limitation of the current study was the use of the NEO-PI rather than the full NEO-PI-R. As a result, the FFM prototype-matching technique had to be modi-fied. As described above, all six facet scores were not available for the domains of agreeableness and conscientiousness. We were able to generate scores for 9 of these 12 facets, but the reliability of several of these facets was diminished given the smaller number of items. As a result, we were not able to match the full prototypes generated by Lynam and Widiger (2001) but rather had to use a slightly abbreviated form. The lowered reliability of these new facets and the absence of three of the agreeableness and conscientiousness facets is a significant limitation because it may reduce the internal validity of the current results.
Despite this problem, either the self-or other-rated prototype scores were correlated with consensus ratings of criteria for 8 of the 10 DSM-IV PDs. The prototype scores, however, were unable to account for more than 5% of the variance in consensus ratings for schizotypal, dependent, and obsessive-compulsive PDs. In addition, the FFM prototype scores for dependent and compulsive PDs were related to few of the other criterion variables. It should be noted that dependent PD has been associated with high levels of agreeableness, while obsessive-compulsive PD has been characterized by high levels of conscientiousness ). Thus, the lack of all facets in these domains may have been a particular obstacle in representing these two PDs with the FFM prototype method. However, other studies have also documented a failure of the FFM to adequately assess schizotypal, dependent, and obsessive-compulsive PDs (Haigler & Widiger, 2001; Reynolds & Clark, 2001 ). Haigler and Widiger (2001) argued that the difficulty in capturing these three PDs is that they may be best represented by maladaptively high levels of openness to experience, agreeableness, and conscientiousness, respectively. These authors argue that the NEO-PI (and the NEO-PI-R) may be biased in that items representing maladaptively high levels of these personality domains are underrepresented in this measure. Haigler and Widiger (2001) found that rewording the NEO-PI-R items such that previously positive items (e.g., "I keep my belongings neat and clean") became maladaptive variants (e.g., "I keep my belongings excessively neat and clean") resulted in much higher correlations between these FFM domains and these three PDs. Unfortunately, because of the limitations of our current data, we cannot provide a definitive answer regarding whether the modest findings for these prototypes are because of the absence of relevant facets from agreeableness or conscientiousness, whether the problem stems from expert conceptualization of these specific PD prototypes, or whether the FFM is limited in conceptualizing PDs that require maladaptively high levels of domains that are typically considered adaptive at the higher end, such as agreeableness or conscientiousness.
A second limitation is that the FFM prototypes developed by Lynam and Widiger (2001) were based on the DSM-IV, whereas the consensus ratings used in the current analyses were based on the DSM-III-R. Although there were specific changes to the PD criteria from DSM-III-R to DSM-IV, these changes did not alter dramatically the basic conceptualization of the PDs. The fact that the FFM prototypes were, for the most part, significantly related to the DSM-III-R PDs may actually strengthen the argument surrounding their validity. That is, the FFM PD prototypes do appear to reflect the "gestalt" of DSM PDs, despite some differences in their specific criteria over time, and this fact is evidence of their robustness.
A third limitation is that because of sample attrition with regard to who had data from significant others, the sample was almost entirely limited to Caucasian psychiatric patients. The fact that we were able to collect information from only 3 of the original 16 African American participants suggests a systematic problem in gathering this type of information from minority patients in the current sample. Whether or not this is an idiosyncratic finding from the current study or indicative of broader issues related to concerns regarding privacy, intrusiveness of the measures, or an unwillingness or inability to identify significant others will require further study. Regardless of the reason for this discrepancy, the resultant attrition potentially limits the generalizability of the current results to non-Caucasian populations.
Despite these limitations, the use of a bona fide clinical sample, the availability of best-estimate consensus ratings of PD criteria and other measures of functional impairment and distress, and the use of both self-and otherreported personality information support the current analyses as a valuable test of the FFM prototype method. We believe these results are encouraging and warrant further explorations of the prototypes, especially when they can be operationalized with the full NEO-PI-R.
